I mmediate postextraction implant placement is a well-accepted protocol due to potential for the preservation of aesthetics, shorter total treatment time, maintenance of socket walls, reduced surgical time, and better actual implant placement. 1 This technique achieves osseointegration with bone healing around dental implants and allows direct anchorage of the implant without the growth of fibrous tissue at the bone-implant interface.
2 Although a high dental implant success rate has been reported, [3] [4] [5] several studies demonstrated dental implant failures. [6] [7] [8] [9] The etiology and mechanism of implant failure are multifactorial, and the periapical implant lesion has been reported as one possible cause for dental implant failures. 8, 10, 11 According to Tözüm et al, 9 the periapical implant lesion often occurs because of overloading and excessive tightening of the dental implant, bone overheating during surgical procedure, fenestration of the vestibular alveolar bone, presence of preexisting bone pathology, contamination of the dental implant surface, preexisting microbial pathology, or poor bone quality. Novaes and Novaes 12 reported that, in immediate implant placement for replacement of teeth with periapical lesions, success can be achieved if certain preoperative and postoperative measures are followed. These include antibiotic administration, meticulous cleaning, and alveolar debridement, before surgical procedure.
This case report presents an analysis of the clinical, radiographic, and histological features of a peri-implant lesion around an implant placed immediately after extraction of a tooth that had a periapical lesion.
CASE DESCRIPTION
A 52-year-old man underwent the extraction of the right maxillary central incisor because of root resorption and a periapical lesion (Fig. 1) . The patient received amoxicillin 500 mg 24 hours before surgery, 3 times daily for 7 days. After extraction, careful curettage and alveolar debridement was performed to remove any trace of infected or inflamed tissue. The patient underwent the placement of one 3.75 ϫ 11.5 mm 2 immediate implant (Titanium Fix Implants A.S.; São José dos Campos, São Paulo, Brazil). During the surgery the implant presented primary stability and a satisfactory position. The patient was asked to rinse with an antimicrobial mouth rinse (chlorhexidine 0.12%) for plaque control. Seven days after surgery the sutures were removed and healing was uneventful. The patient was not reliable for the follow-up appointments.
Three years after immediate implant placement, the patient returned for implant exposure and prosthetic treatment. However, a swelling in the anterior portion of the maxilla was observed. No pain or purulence was related. Radiographic evaluation showed a large well-circumscribed periapical radiolu- cency of 1.5 cm width surrounding the dental implant. The implant position was not compatible with its original position (Fig. 2) .
The first step of the treatment plan was to remove the peri-implant lesion for histological analysis. An inverse bevel incision was made along the crest of the ridge. Buccal releasing incisions were made extending into the alveolar mucosa at the distal of the tooth 8 and the mesial at the tooth 11. Mucoperiosteal flap was elevated. Complete loss of a labial cortical plate and a large bone defect were observed. The lesion (1.5 cm width) was removed with the dental implant lodged inside it. Debridement of the tissues at the defect site was followed by the irrigation with sterile saline solution. The bone defect was filled with an organic bovine matrix graft (Genius/Baumer S.A., São Paulo, Brazil) and the wound closure was obtained with 3-0 silk sutures. The patient was prescribed 0.2% chlorhexidine gluconate and instructed to rinse gently twice daily for 3 weeks. Patient was also prescribed antibiotics (amoxicillin 500 mg, 3 times daily) for 7 days. Seven days after surgery, sutures were removed and healing was uneventful. The follow-up visits included routine intraoral examinations and professional plaque control.
The lesion was fixed in 10% buffered formalin and sections (5 m) of paraffin embedded tissue were cut and stained with hematoxylin and eosin. Microscopic examination revealed a cyst lined by 3 types of epithelium: respiratory, cuboidal, and non-keratinized stratified squamous (Figs. 3 and 4) . In the cyst wall a dense lymphocytic infiltrate, veins, and peripheral nerves were present. These histological features associated with the site of the lesion and the radiographic aspects diagnosed the lesion as a nasopalatine duct cyst.
DISCUSSION
Immediate implantation is indicated for replacing teeth with pathologies such as caries or fractures. 13 This procedure according to Peñarrocha et al 13 can be carried out on extraction teeth sites with chronic apical lesions that are not likely to improve with endodontic treatment and apical surgery. These authors stated Although the protocol related in the literature for immediate placement in areas with dental periapical lesions was followed, in this reported case, success has not been achieved. This case report has demonstrated that this procedure can present some risks to the implant survival due to the possibility of implantation in a supposed infected chronic lesion that could be a development lesion or more aggressive lesions such as a tumor or recidivate cysts. This is the first description of a peri-implant cyst diagnosed as a nasopalatine duct cyst.
The nasopalatine duct cyst (NPDC) is considered to be the most common nonodontogenic cyst of the oral cavity. A review of 295 cases involving nonodontogenic tumors performed by Daley et al 17 found 73% to be NPDC. The NPDC, first described by Meyer in 1914, 18 can form within the incisive canals behind the alveolar process of the central incisors of the palatine bone or in the soft tissue of the palate where the canal opens. 19, 20 The cause or origin of the NPDC has been debated in the literature. Initially, it was thought to be originated from the trapping of epithelium during fusion of the embryological process. 21 This concept has been rejected, and today it is thought to develop from oronasal ducts present within the incisive canals. 19, 22 Precipitating factors in the development of the NPDC have been reported to be trauma, infection, and spontaneous occurrence. 21 Nasopalatine duct cysts are most often detected in patients between the fourth to sixth decades of life. 22 The cysts often present as asymptomatic swellings of the palate but they can present with painful swelling or drainage. 23 Radiological findings include a well-demarcated cystic structure in a round, ovoid, or heart shape presenting in the midline of the maxilla. 20, 24 The diagnosis of the NPDC relies only on histological analysis; and, as such, it depends on the clinicians to submit all surgically excised peri-implant tissue lesions for examination. Therefore, despite this study being the first description (to the best of our knowledge) of NPDC forming a peri-implant lesion, other lesions diagnosed as chronic pathologies, but not submitted to histological analysis, could be NPDC.
Tözüm et al 9 related that the inactive form of peri-implant lesion should be periodically monitored and does not need any surgical treatment. However, if the lesion is active (pain and/or pus formation) they indicate debridement and an antibiotic therapy to achieve a successful eradication of bacterial contamination. This reported case showed an implant placement in an area of an inactive lesion. Although primary stability, at the time of implant insertion, was achieved, the development of the lesion influenced the implant osseointegration. In addition, the implantation in the preexisting lesion could facilitate the secondary infection into the bone allowing the osteomyelitis development.
Surgical procedures including the removal or the resection of the contaminated dental implant was previously suggested to avoid a possible osteomyelitis 10, 25 and surgical removal of the dental implants should be performed whether the implants were mobile or not. 10, 26 On the contrary, if the dental implant has a stable osseointegration and the periapical lesion does not risk the adjacent regions, it was recently suggested that the removal of the implant should be avoided. However, a complete debridement as well as histological analysis should be performed.
CONCLUSION
The case presented in this article demonstrates that a nasopalatine duct cyst can develop in association with dental implants. Clinically, the lesion is similar to the classical NPDC. A detailed diagnosis, systematic treatment plan, and appropriate treatment procedures would minimize the occurrence of dental implant periapical lesions in the immediate implant. Histological analysis should be mandatory in all cases of periimplant lesions and in all dental periapical lesions before immediate implant placement. Future studies are necessary to achieve better knowledge about the periimplant lesion and its consequences.
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parede do cisto estavam presentes nervos periféricos, artérias, veias e inflamação crônica. O diagnóstico foi cisto do duto nasoplatino. Concluímos que o cisto do duto nasoplatino (NPDC) pode desenvolver-se em associação com implantes dentários. Clinicamente, a lesão é semelhante ao clássico NPDC. A análise histológica deveria ser obrigatória em todos os casos de lesões de periimplante antes da colocação imediata do implante.
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